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Project Description
This final report provides an overview of the Comparative Health Services
Phase III,

Evaluation Pro'

evaluation project conducted by the Navajo

(Division of Health Statistics and Research) for the Navajo
Area Indian Health Service during the period July 1, 1976 through June 30, 1977.
The purpose of this survey was to provide baseline information on health care
~

needs and priorities for the Navajo Area I.H.S. to use in planning, evaluation
of program.
The evaluation approach include d two major components;

---------=--

vider survey and a consumer survey.

a health care pro

Thus, two perspectives on the needs, prob

1ems, strengths, etc., of the health care provided on the Navajo Reservation
were obtained in the ·survey.
This year's efforts focused on the providers in three service units; GallUp
(New Mexico) Indian Medical Center, Shiprock (New Mexico) Hospital and Winslow
(Arizona) Hospital.

With the completion of this year's survey, the providers of

all of the eleven I.H.S. and private health care units on the Navajo reservation
have been surveyed.

The consumer survey was' this year carried out in Kayenta,

the most remote area of the reservation.
service unit areas have been surveyed.

With its completion four of eight I.H.S.
In this report there is some comparison

made between areas, but interested persons should also consult the annual reports
from previous years, Phase I and II.
From the information compiled by the CHSEP, valuable knowledge regarding
health care providers allover the reservation and consumers of various socio
economic and cultural levels is now available.

In addition to the three annual

reports, raw data and data summaries remain on file with the Office of Health
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Statistics and Research of the Navajo Health Authority and Program Planning and
Evaluation of Navajo Area I.H.S.

Detailed information of all kinds can be ob

tained through either of these two organizations.
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Implication of the Provider Survey

Implications of the Provider Survey
A survey of health care providers could delve into a variety of areas
of concern. The focus of this survey, however, was not medical issues, but
impressions of how well the present system provides medical care. The objec
t"IVewas -fo-identify impediments to good health care as perceived and repre
sented by those involved with providing care. This survey is the continua
tion and conclusion of a three year project which has surveyed providers in
all IHS service units of the Navajo reservatipn. The reader interested in
results from other service units or in the conclusions from previous segments
of the project should consult last year's report (Comprehensive Health Evalua
tion Project, 1976).
Research Methodology and Knowledge Gained
This year's survey of providers included the rerna1n1ng three service units
of Shiprock, Gallup, and Winslow. With this survey all providers, both IHS and
private, on the reservation have been suryeyed. Thus a body of data has been
created which provides an insight into the perceptions of the health care pro
viders on the reservation. Moreover, the 'methodology developed in this study,
although not perfect by any means, provides a base which could be improved upon
and applied to further studies on virtually any reservation in the United States.
If I.H.S. is interested in applying this type of evaluation approach in any other
area or on another reservation, the base has been established. If Tribal Evalua
tion Projects are needed, then this existing methodology ~ight be suggested to
interested tribal groups as a source of information for planning purposes.
The information gathered in Phase I through III of the CHSEP can be used
for planning purposes in the Navajo Area. Although the data gathered will not
please everyone or meet everyone's needs, much of this information has utility
for documenting existing needs, perceptions of employees, etc. In this sense it
can be useful for planning in vaFious areas. The Navajo Health Authority has
utilized the data of Phases I and III in the past and will continue to in the
future. Hopefully I.H.S., H.S.A'. and other Navajo Health organizations will seek
it out and utilize it.
The Health Work Force
As in last year's report, Indians were found to be underrepresented in the
higher level. health care positions: the "pyramid effect" still exists as shown
by this year's information. It would be unrealistic to expect. that a rapid change
would occur in this area. For more accurate and complete information on manpower
distribution than the self-report method used in the CHSEP, interested parties
can consult the NHA Health Manpower Survey "(Navajo Health Authority, 1976) and
"The Navajo Nation Nursing Survey" (Navajo Health Authority, 1977a).
The larger service units in this year's study have staffs which are both
older and more experienced than those in the smaller service units. This of
course reflects the tendency of I.H.S. policy to transfer experienced personnel
to. positions of increasing responsibility and.these positions are concentrated
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in the larger ~nits. In addition, due to size and type of support staff and
equipment, the larger institutions can probably attract more experienced
personnel.
Indian staff were more likely to have been at a facility longer than 10
years than non-Indians and to have worked longer in Indian Health. These
people, however, are concentrated in the lower status jobs. The question
raised is: will Indians of higher status professions show the same tendency
towards extended duty in Indian Health? As more Indian professionals are
trained, this should be examined. The assumption being made by many tribal
entities is that Indians, when trained for health professions of any type,
will stay and provide increased continuity to.programs. The data here support
this assumption for the lower level professions, but more information will be
needed in the future.
Satisfaction with the Quality of Health Care
While about half of all providers are satisfied with the quality of care
provided by I.H.S., there were numerous persons who were dissatisfied with the
quantity of staff. The need for an increase in staff in most areas was seen
as causing problems for the operation of the hospital. Some saw themselves
being overworked and others saw heavy useage of night call hours as caused by
inadequate staff during the day.
In addition to the perception of being uriderstaffed, many respondents felt
increased funding would be vital in other areas. More funding for equipment and
newer and improved facilities was frequently cited as a need.
Outreach Services and Field Clinics
.
Providers were generally pleased with the extent and effectiveness of the
outreach services. It is notable, however, that Winslow providers felt that
outreach services were less adequate than the other service units. This may
have some implications towards the placement of hospitals off the reservation.
As in last year's study, additional field clinics were seen as a positive
venture. Most people felt that this would improve the service, utilization,
and accessibility of health services.
Satisfaction with Administration
About half of all providers of care at the service units are satisfied
with the administration of their installations. ~2ny of those who expressed
dissatisfaction cited problems common to most bureaucratic organizations such
as complicated procedures for procurement, personnel matters, etc., as needing
improvement. Altering some of these would be difficult.
In terms of communication, most respondents were satisfied. The lines of
communication were seen as adequate in most service units. This i3 important
in a health care bureaucracy where frustrations are inherent. Shiprock reported
the most satisfaction and Winslow the least in this area. This area should be
carefully monitored at all service units.
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Consumer Participation
As in last year's survey, a majority of the providers are in agreement
with the concept of consumer participation. Physicians were especially in
favor of consumer input, while other professions were more variable in their
support. As shown in another N.H.A. paper (1977c), physicians tend to have
less experience in I.H.S. and to be more altruistic than many other employees
who have more experience in I.H.S. As in last year's survey, the providers
seem hesitant to involve the consumers in all decisions; decisions concerning
the health care delivery system are particularly sensitive. Non.Indian providers
are less in favor of consumer participation. . Perhaps the suggestion made in
last year's report about more specifically delineating the functions of the
h~alth'board should again be mentioned.
Also there appears to be a need to
inform new non-Indian employees of board functions.
System of Financins the Health Care System
Indians are decidely in favor of the current system of free care to Nava
jos while the non-Indians were less unanimous in their responses to this issue.
Most providers feel that "fee for service" care is no better than that provided
by I.H.S., but there was not an overwhelming consensus. Non-Indian providers
were more arnbi:valent and Indian providers more positive regarding the equality
of I.H.~. with the private health care system.
Perception of Working Situations
In last year's survey 64% of the providers said they could practice their
professions to the best of their ability. This year's showed only 59% positive
responses. The Gallup staff, with the largest and best equipped facility, an
swered positively (63%) more than the other, smaller and older facilities (59%
and 4S\). Reasons given for not being able to practice as effectively as possi
ble were financial limitations, administrative problems and personnel problems.
Although many providers said that they could practice effectively, it is
unfortunate that close to half of them said they could not. If over 40% of the
employees feel they are constrained in the practice of their professions, it
has drastic implications for retention and the morale of the employees. The
Indian staff was much more positive than the non-Indian staff on this item, in
dicating that the existing conditions will probably continue to encourage turnover
among non-Indian staff.
Retention
Although many I.H.S. employees tend to say they plan on staying for long
periods of time, most do not (especially the non-Indian staff). Turnover in
many professions approaches 50% each year.
This survey examined reasons for leaving and/or retention. One of the
reasons for staying included an appreciation of the challenges of the area and
of the excitement of the cross cultural situation. Also, some respondents men
tioned career advancement and promotion. Certainly this is an attractive area

-
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for a number of reasons and NAIHS should do all it can to advertise its
assets to prospective employees. But what of promotion as a motive for
retention? with Indian preference becoming more strictly interpreted,
this may pose some problems for the retention of non-Indian staff before a
sufficient supply of qualified Indians is available.
The reasons for leaving I.H.S. were also explored. Some of these in
clude an unrealistically heavy workload, dissatisfaction with administration,
poor schools for children, inability of non-Navajo to own a. home, and others.
General Conclusions
In general, the results of this year" s provider survey support the con
clusions of last year's survey. The Providers, feel they are part of a high
quality organization which is drastlcaITy-\inaerrunded andund-erstaffedi most
complaints"and dissatisfaction revolve" around these issues. As was stated
last year:
lilt is very clear that almost all of 'the providers perceived
that the service units are understaffed and underfunded. Many
providers blamed Congress for permitting a bad situation to
continue. Most providers indicated that they felt good care
was delivered to Navajo consumers considering the shortcomings
imposed by inadequate funding. The providers appeared to be
actively trying to make the best of a diffiCUlt situation."
This is a vital matter for the future morale of I.H.S. providers. With
the Indian Health Care Improvement Act, funds should be used to maximize an
increase in staff and facilities for the I.H.S. employees which would con
sequently benefit the consumers. In addition, other increases in funds, per
sonnel and facilities should be actively sought from other sources, i.e.
agreements with universities, special funding sources, etc. This is not to
minimize the other conclusions of this study. Certainly specific information
such as the dissatisfaction with communication at a particular service unit,
the feelings toward consumer participation, etc. need to be considered by
I.H.S. But from the majority of responses the-lack of funding and staf.fing
seemed paramount in the provider's perceptions.
If increased funding, positions, and the improvement of other problems
documented in the provider analysis can be improved, some studies may be made
in improving the health care and in the retention of employees. Obviously
I.H.S. cannot drastically alter some of the problems mentioned here for they
are outside their ;ealm of influence, i.e. house and land ownership and the
isolation of the reservation. But there are many problems which are indeed
in the realm of their influence. It is these variables which are mentioned
in this provider report which should be scrutinized and worked upon. If the
problems which effect the morale and professional functioning can be improved,
this may outweigh the impact of other problems which are beyond the control
of I.H.S.
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Implications of the Consumer Survey

Implications of the Consumer Survey

The Consumer Survey of Phase III was undertaken in Kayenta Service Unit,
the most remote area of the Reservation. With the completion of the survey in
Kayenta the consumers in four of the eight Navajo Area Service units have been
surveyed: Tuba City, Crownpoint, Fort Defiance and Kayenta. Thus a sample of
approximately 3% of all households in four service units has been completed.
These service units, due to their socio-economical and other differences, con
stitute a cross-section of Navajo communities. Kayenta is quite a remote and
traditional area. Fort Defiance is an area w{th a relatively acculturated way
of life, while Tuba City and Crownpoint areas display varying degrees of access
to both traditional and Western culture placing them somewhat between the extremes
of Kayenta and Fort Defiance. ThUS, the results of the four completed consumer
surveys have significance to other service units on the reservation and provide
information which may be representative of the reservation in general.
Research Methodology
As was pointed out in the provider implications, one major accomplishment
of the CHSEP is the establishment of a methodology which is designed and suited
for reservation use. Questionnaires, sampling procedures, intervie\dng tecr,
niques, etc., have been established and described in detail by the CHSEP staff.
The consumer methodology itself is quite complex and is a larger cor.tribution
than the provider survey methodology. For a variety of reasons, the sampling
of Indian opinions by households has rarely, if ever, been undertaken. The CHSE?
m~thodology is not Navajo.specific, but has broader application to other reser
vations and/or rural areas. With this methodclogy, this sort of a study can be
accomplished on virtually any reservation for various topicz of interest.
Transportation to Health Care
One major difference in the Kayenta Service Unit from those previously
surveyed was transportation. The average Kayenta consumer has great distance to
travel for health carei the majority live 21-30 miles from any of the clinics
and/or field clinics. In Kayenta this has been taken into consideration in the
past and there is a strong emphasis in field clinics and outreach services. This,
however, may not be sufficient. In the survey, 391; of the respondents stated they
have no adequate, dependable means of transportation to clinics. These people
generaliy rely on hitch-hiking or other people (relatives, etc.) for their trans
portation. This in itself is ~severe impediment to the delivery of quality health
care. There is 3 need present throughout the reservation, but particularly evident
in Kayenta, to which IUS should respond. Some sort of mass transportation to
I.H.S. clinics on a regular schedule might be beneficial. AlsQ further emphasis
on outreach services might be warranted. Many stUdies have shown that increased
propinquity and accessibility to health services, leads to increased utilization
which in turn may lead to a healthier population.
Health Enviroment

'-

. Kayenta Service Unit proved to be conside~ably different from other service
units surveyed in terms of the health-related environment. The household conditions
-
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existing in Kayenta were much less conducive to health maintenance than other
areas surveyed. Only 20% of Kayenta houses surveyed had electricity (hence
most lacked refrigerators for better preservation of food, etc.), whereas
other surveys found three times as many houses with electricity. Only 4.5%
of kayenta households had a water system, 4.5% had a flush toilet, 38% stored
water in open containers, and 30% had neither toilet nor privy. These per
centages are considerably lower than in Fort Defiance and Crownpoint. The
significance of this information is the increased likihood of infectious
disease which results from these conditions. There seems to be a greater risk
of water or food borne infection in Kayenta than some other service units.
This situation is no doubt known by I.H.S. personnel, but a special note
should be made in this report. Kayenta is far behind other service units
surveyed in sanitary and other health related environmental conditions. Given
limited resources, every effort should be made to improve the health-related
enviroment of Kayenta through water systems, improved sanitation, health
education, outreach services, etc. Kayenta could, in fact, be considered the
"top priority" area for these services. The drastic need in this area is well
documented by this survey.
Demographic Characteristics
The Kayenta population was found to differ from Fort Defiance and Crown
point in'several major ways. In terms of age distribution, the Kayenta popula
tion had a lower birth rate than other parts of the reservation and a larger
proportion of the popUlation who are of older age. This implies an out-migra
tion of youth from the area possibly to areas which offer more in terms of wage
labor and availability of goods and services. Therefore, the health care needs
of this area are different than other areas. First, the birth-rate would indi
cate slightly less need for pre-natal and obstetrical care than in other parts
of the reservation. Second, the older population calls for greater attention
to chronic diseases and geriatric problems. But there seems to be little use
of extended care facilities for the elderly 'and probably little desire for them.
Navajo culture does not lend itself to old age homes. Therefore, alternate care
and treatment of the elderly should be considered (special outpatient clinics,
have visitation, etc.).
Another demographic variable of importance is education. On the whole the
Kayenta population has less formal education than either Fort Defiance or Crown
point. .At every level Kayenta has fewer educated persons. This should be con
sidered when designing health education for Kayenta. Programs in this area
should probably be aimed at the more traditional person with less experience
with Western culture and educational techniques.
Preventive Health Care
Kayenta residents used health facilities largely in response to recognized
health problems. Little use of services for prevention was reported. For
example, post-parturn useage of the facilities was quite common while pre-natal
visits were irregular and less common. Levels of reported immunization were
extremely low (especially when compared to other service units). Only 40\ of
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the sample had used the health facilities in the past year and when they were
used it was generally for treating immobilizing or highly recognizabl~ problems
such as: muscle, bone, and joint problems~ pregnancy and delivery; cold, flu
and sore throat. Therefore, the use of health services tends to be for problems
rather than for. prevention.
Increasing the amount and proximity of the services, as mentioned before,
would presumably change these statistics, but other efforts can be made to in
crease utilization for preventive care. If the levels of immunization are in
deed as low as reported,* then a campaign at the schools, chapters, and clinics
should be undertaken to increase the immunity levels. Also, the importance of
pre-natal care, frequent checkups, and other health maintenance should be empha
sized through education and making services easier and more plesant to obtain.
Dental services are utilized by a very small number of people in Kayenta.
Only 20% reported having used Dental Services in the past year. In addition,
the data for Crownpoint and Fort Defiance on Dental useage were equally low.
Therefore, there appears to be a real problem with frequency of dental contacts.
Increased funding, services, and education on the need and proper use of dental
services need to be pursued. Dental care is an area on most reservations where
there is still suspicion and a low level of acceptance.
Health Care Problems
The data based on respondent reporting of personal health problems was in
adequate due to problems of recall, interpretation, question wording, etc. Eye
and ear problems were the most frequently reported. This might suggest need for
further emphasis on hiring optometrists and EMT consultants for the Kayenta area.
This however, should be checked with I.H.S. Ambulatory Patient Care (APC) infor
mation.
The most readily answered "problem" question was one which asked the reason .
for the last visit to a health care facility. People answered this question
rather completely as they did the question on reason for hospitalization. When
checked with frequency of diagnosis on Indian Health APC data, this question
showed considerable agreement. This lends support to the information gathered
by the I.H.S. information system. I~H.S. has accurate system as gauged by the
CHSEP.
Health Care Financing
Although it may merely reflect the way the question was aSked. 28% of the
Kayenta respondents reported that they thought I.H.S. services had to be paid for
by the consumer. Whether or not this is an accurate assessment is difficult to
determine. If this information is correct, a program of consumer education might
improve facility utilization.
As in Crownpoint and Fort Defiance surveys, a relatively large percentage of
the respondents had private health insurance. In these service units approximately
20% had insurance and in Kayenta 25% reported having insurance. Of these, one
third had used it within the previous year. Therefore, alternat.e arrangements and
financing of health care is possessed by a significant number of Navajos.

*

There may be some underreporting, due to recall, oversight, comprehension of the
question, etc.
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Waiting Time
A high percentage of the Crownpoint and Fort Defiance consumers reported
a long waiting period at their hospitals and clinics. At Kayenta the perceived
waiting time was shorter. Over 60% stated they were seen in less than one hour,
which is twice as many as in the other service units. Possibly the smallness of
the clinic in Kayenta and the low utilization by the population account fQr this.
Therefore waiting time is probably a greater problem at the larger service units
than at Kayenta.
Interpreters
As in last year's report and in many other documents, the need for inter
preters has been pointed out. Almost half of all respondents of Kayenta reported
the use of interpreters. This has been suggested many times over the years, but
still has not adequately been dealt with. Given the extreme differences in the
cultural perceptions of disease between Navajo and Western culture, interpretation
is very difficult. Personnel with expertise as medical interpreters could greatly
improve the health care of the entire Navajo by assuring that (predominatly Anglo)
Physicians and Dentists fully and specifically understand patient's complaints.
General Conclusion
The Kayenta survey found an area of high risk and under-utilization of services.
Kayenta is high risk in that there are many household and environmental factors which
can lead to health problems, i.e. lack of toilet facilities, storing water in open
containers, low levels of immunization, etc. Under-utilization is greater than
found in other service units due to the long distance to services, lack of adequate
or dependable transportation, etc. Enviromental improvements, innoculations and
health education measures should be a major priority for Kayenta.
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Provider Survey
1.

Methodology

2.

Findings

PROVIDER SURVEY METHODOLOGY

Background
During calendar year 1974, a provider survey under HEW Contract HSM
110-73-383 was conducted and completed by the Navajo Health Authority
Planning and Evaluation Division.

Health care providers were surveyed in

four selected health care facilities:
Project Hope (Sage Memorial), Ganado, Arizona
Tuba city PHS Hospital, Tuba City, Arizona
Monument Valley SDA Hospital, Monument Valley, Utah
Chinle PHS Service Unit, Chinle, Arizona
Since the 1974 provider survey proved successful in terms of data feed
back received, and resources available, this effort provided a basis model
and tested questionnaire for a continuation of.such a survey by the Health
Authority.

The following year, fiscal year 1975, phase II of this project

under PHS Contract No. 245-75-0267, Nas conducted.

Providers at the following

selected health care facilities were surveyed.
Crownpoint Indian Health Service Unit, Crownpoint, New Mexico
Fort Defiance, Indian Health Service Unit, Fort Defiance, Arizona
Kayenta Indian Health Service Unit, Kayenta, Arizona
In the present survey, Phase III, the remaining
been surveyed.

thre~

service units have

They are:

Gallup Indian Medical Center, Gallup, New Mexico
Shiprock Indian Hospital, Shiprock, New Mexico
Winslow Indian Hospital, Winslow, Arizona
Therefore, Phase III completed the survey of all providers on the reser
vation and those under the jurisdiction of Navajo Area I.H.S.
Survey Design:
The provider survey instrument is a self-administered questionnaire
(Attachment A).

"

The questionnaire is- short and utilizes a basic yes/no format

with blank spaces for elaboration of ones' answer.
- 12 

The questions in each category can be grouped together and/or evaluated
-'

separately.

For example, all questions which relate to quality of care

can be lumped together to obtain an index of satisfaction.
The questionnaire is designed to solicit"attitudes regarding satisfac
tion with four (4) specific. areas and one profile category.
1.

Profile Category
This seeks data on age, sex, r~ce, education, and tenure at the
selected project site, in own professions, and with Indian
Health Programs.

2.

Quality of Health Care
These questions are directed at the providers' attitudes toward
the quality of care rendered at their facility and are desigr.ed
to determine whether they feel that the facility is accountable
and/or convenient to the patient. Information is also sought on
attitudes about the quality of medical records and outreach
services at this facility.
.

3.

Adrninistratior. of the Facility

4.

These questions deal with satisfaction of the prOV1cer with the
administrative organization of the facility, job descriptions,
policies and procedures of the organization, and co~~unity ~r.trol
of the facility, particularly in reference to the Navajo Health
Board. Feedback received in this section can be used to elaborate
on information already received via staff and other sources duri~g
site assessment evaluation.
•
Satisfaction with Financing
These questions relate to provider attitudes toward financial
arrangements within health programs which are now provided.

5.

Professional Satisfaction
These questions attempt to explore whether or not the provider
is satisfied with his role in the delivery of health care to
patients and attempts to determine future cornmiL~ents to Indian
Health programs and factors influencing the decision to remain
or stay within the health care delivery system in which he is
presently employed.

- 13 

Procedure for Condu=ting the Survey
The total provider population and consequently the sample at each service
unit was:
Questionnaires
Returned

Questionnaires
Issued

Percent
Return

Winslow IHS Service Unit
Gallup IHS Service Unit
Shiprock IHS Service Unit

58
168
58

90
405
206

64.4
41.5
28.1

Total

284

701

40.~

As one can see from the above material, the response to the questionnaire
varied greatly.

Names of the personnel were available from the personnel rosters

of each project site and were provided to CHSEP.

Those surveyed included the

following disciplines:
Pharmacists
Enviromental Health Personnel
Physicians
Para-professional Community Health Workers

Administrators
Nurses, (all levels)
Social Workers
Dentists
Health Educators

Personnel excluded from the population are those people in housekeepiQg,
maintenance, and food ,preparation.

Since these people are only indirectly res

ponsible for administering patient care they were not included.

Also this was

a decision made after Phase I of this project when it was felt that people in
these professions did not adequately understand the questions or have opinions
about the subject matter.

This made some employees angry and some department

heads felt their staff was being discriminated against.
The questionnaires were distributed at the service units on various dates
between August 4th and August 20th.

In each case the distribution was immedi

ately preceeded by a presentation made by the project director stating the pur
pose, design, and goals of the study.
unit were all

departmen~

administrators.

Attending these meetings at each service

heads, service unit directors, and/or the hospital

Following each meeting, the questionnaires which had identifi
- 14 

cation numbers and the individual's name on them, were distributed to each
department head for the distribution to individuals under their supervision.
When recieving the questionnaire the individuals were instructed to remove
the name label stqpledto the questionnaire.

At that point the questionnaire

had only the I.D. number on, it which was sclely for the purpose of the CHSEP.
It told us who had returned the questionnaire and who had not.

This was neces

sary so that we could do a follow-up on those individuals who did not return
questionnaires.
Questionnaires were to be returned to the Navajo Health Authority in the
mail.

In order to facilitate this, an envelope with a return address and guar

'anteed postage was supplied to each individual.

Each service unit was given six

weeks to return questionnaires after initial distribution.

After six weeks we

began follow-up by providing a second questionnaire to all those not responding.
In this second distribution a note was placed on the questionr.aire to encourage
the person to complete the questionnaire, but it was also stated that there was
no intent to intimidate or coerce anyone.

Participation was voluntary and this

was reemphasized in the second distribution.

Four weeks after the follow-up a

cut-off was made and the data preparation for·the computer was

comple~ed

(it was

begun as the first questionnaires came in).
Analysis of Data:
All coding, editing, and compilations of written responses from the provider
survey was accompiished by CHSEP Project Staff (Project director, two field
researchers, and secretary); the data were then sent to the University of Arizona
Computer Center for key punching, computer processing, and cross-tabulation.
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Variables which Affected the Response Rate:
At all Service Units, personnel were very apprehensive about the provider
survey and greatly concerned about confidentiality of the responses.

There

were many concerns about who would see the individual questionnaires and the
use of "negative" information against employees.

This apprehension was

greatest at Shiprock and quite insignificant at Winslow.

Overall, there was

concern expressed by a number of providers who eventually refused to fill in
any identifying factors such as their

posit~on,

GS-Ievel, age, sex, and race.

In general this fear of misuse of results for retribution seemed to be
greatest among the lower level staff.
found in Phase II where there was great

This is essentially the same as was
conce~n

for confidentiality expressed

at Fort Defiance Service Unit.
Among some of the other staff members there was a tendency to be fatal
istic and ask "what's the use".

Many people said: "I can fill this questionnaire

out and no change will be made.

We know what the problems are and we have ex

pressed them many times before with no change for the better resulting".

Thus

a fatalistic attitude among providers may also have lowered the response rate.
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PROVIDER SURVEY:·FINDINGS
Comparison of Three Facilities
Provider Profile Considered by Facility .
Table

~

below indicates that no particular ·difference emerges in the

occupational mix of respondents returning questionnaires from the three
facilities, although it might be expected since the three facilities are
substantially different in size and have different staffing needs and
patterns.

However, the five categories of

~ployees

are all represented

with proportions that are roughly comparable. . At Winslow where the services
are more circumscribed, the lower percentage of doctors is made up with
more LPN's, nurse assistants and paraprofessio~als. Shiprock and Gallup are
. very· similar in their staffing.

It is notable however, that Gallup employs

a much higher percentage of upper level professionals.

For example, 51.8

percent of the Gallup staff are physicians and

44.5 percent of the

RN/Ca~s;

Shiprock staff and 28.3 percent of the Winslow are in this category.

Table 1

shows the results.

Facility

PROVIDER TABLE 1
Occupational Group by Facility
Occupational Grouping
RNS/
LPNS & Nurse
Tech. and
Physicians
CHHS
Assistants
Para-Prof.

Other
Profs.

Winslow

3
(9.0)

14
(23.3)

8
(13.3)

12
(20.0)

7
(11. 7)

Shiprock

11
(20.4)

13
(24.1)

5
(9.3)

7
(13.0)

14
(25.9)

Gallup

29
(18.1)

54
(33.7)

5
(3.1)

36
(22.5)

21
(13.1)

Total

43
(15.7)

81
(29.6)

18
(6.6)

55
(20.1)

42
(15.3)
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Total

!t

The

ag~

distribution for these three service units differed notably

from Kayenta, Crownpoint, and Fort Defiance surveyed last year.

While the

modal age group for both surveys was 21-30 years, the latter service units
had a much younger staff than the former.

In Phase II, 49.3 percent of

staff were age 21-30, while in the current phase 34.8 percent were in this
age group.

The difference was made up by a higher percentage in 31-AO year

and 41-50 year groups.

Overall, 65 percent of the staff was less than 40

years old.
PROVIDER TABLE 2
Age Distribution bv Facility
Facility

Under 21

Winslow
Shiprock

21-30

31-40

41-50

51-60

61-70

18
(30.5)

11
(18.6)

14
(23.7)

11
(20.3)

4
(6.8)

22
(40.7)

19
(35.2)

5
(9.3)

5
(9.3)

3
(5.6)

Gallup

1
(.6)

56
(34.4)

54
(33.1)

32
(19.6)

15
(9.2)

5
(3.1)

roTAL

1
(.4)

96
(34.8)

84
(30.4)

51
(18.5)

32

12
(4.3)

~

Although the health care provider
inexperienced.

staff~are

(ll.G)

quite.young, they are not

Table 3 shows that the largest portion of the staffs of all

three service units had more than 10 years.experience in their occupation.

An

average of 55 percent of the health providers had at least 5 years experience.
COmpared to the Phase II survey, Winslow, Shiprock and Gallup have notably
more experienced personnel.

Both surveys showed about 18 percent of providers

with a year or less experience, but for Kayenta, Crownpoint and Fort Defiance
40.2 percent had five years or more experience in their occupation.

- 18 

This may

Table 4 shows that an average of 43.9 percent of the providers surveyed
had been at the present facility one year or less.

This percentage was

highest for Shiprock (56.3\) and lowest for Gallup (3B.4\).

For the three

service units, 34.4 percent of providers had been at the present facility
for 4 or more years.

It should be emphasized that this situation is for all

levels of staff.
It is evident that though the staf!s of all three facilities exhibit high
propOrtions of staff respondents with many years experience, the majority
of staff respondents have been in the specific facility less than 3 years.
This pattern is to be expected to a degree, since the facilities are staffed
by career people either in the federal civil service or USPHS commissioned
corps and subject to reassignments and moves.

In fact, moving frequently is

a normative expectation.
To understand the factors of years in present facility, it is necessary
to look at race as a contextual variable.

Table 5 reveals that Indian res

pondents are distributed rather evenly over the year range except in the cate
gory "over 10 years" where almost one third of the responde!1t are Indians.
The distribution for non-Indian respondents reveals a diminished likelihood
that they will remain in the facility beyond 3 years.
PROVIDER TABLE 5
Race of Respondents by Years in Present Facility
Under
123
4
5-6
Respondents 6 months
year
years
years
years
years
Non-Indian

56
(33.1)

24
(14.2)

14
(8.3)

(10.0)

4
(20.0)

2
(10.0)

3
(15.0)

IB
(20.0)

16
(17.8)

(10.0)

5
(5.6)

4B
(17.2)

76
(27.2)

3S
(12.5)

(7.9)

2B
(16.6)

Indian

2

Navajo
Total

9
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7-10
years

Over 10
years

14
(B.3)

(5.3)

(5.0)

2
(10.2)

6
(30.0)

(6.7)

13
(14.4)

7
(7.B)

16
(17.8)

14
(5.0)

30
(10.8)

23
(B.2)

(11.1)

8

16

(4.7)

(9.5)
1

6

9

31

Table 5 shows that while 44.4 percent of all respondents and 37.8 percent
of all Navajos had been at the present facility for a year or less, 50 per
cent of the non-Indians had been at the facility for less than a year.

Accord

ingly, the percentage of Navajos that had been at the present facility 7 to 10+
years was nearly twice that for non-Indians •. This corroborates the trend noted
in Phase II where it was shown that 6.2 percent of non-Indian health care per
sonnel had been at the facility for 7 to 10+ years and 42.8 percent of'non
Indians had been at the facility a year or less.
This data substantiates further the pattern seen for a number of years
in health care on Indian Reservations:

Non-Indian health care providers, who

are primarily professionals, tend to practice in Indian Health care facilities
for less than 3 years and Indian health care providers, who are mostly techni
cians and Fara-professionals, tend to be retained at the facilities.
To

shed additional light on these results we should examine the racial

composition of responses by service units.

Table 6 shows that about 60 per

cent of the "health care staff at Winslow, Shiprock and Gallup were non-Indians
and the remaining 40 percent were Indian (1.2 percent) and Navajo (32.3 percent).
Kayenta, Crownpoint, Fort.Defiance show similar results with a range of 50.6
percent non-Indian in Fort Defiance to 71.4 percent Indian in Kayenta.
statistic· should be suspected of bias in two ways however.

First, some health

care positions of less professional status such as cooks, drivers, etc.
omitted from

this survey.

totally Indian staffed.

This

were

These positions are predominately Navajo and are

Secondly, previous experience dictates that many Indian

staff members are reluctant to return questionnaires such as the CHSEP provider
survey.

Thus non-Indian staff may be overrepresented.

For more concise infor

mation on racial composition of Navajo area positions see the Navajo Health
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Authority Manpower survey of March, 1977.
This brief profile of the respondents at the three facilities provides
a context for interpreting the findings" discussed below regarding attitudes
on selected questionnaire items.
PROVIDF.R TABLE 6
Indians and non-Indians Respondents by Facility
Facility

Non-Indian

Indian

Navaio

Winslow

29
(49.2)

7
(11.9)

23
(39.0)

Shiprock

35
(64.8)

-4

(7.4)

15
(27.8)

Gallup

105
(63.3)

.9
(5.4)

52
(31.3)

Total

169
(60.6)

io
(7.2)

90
(32.3)

Comparison of Selected Provider Questionnaire Items by Facility:
This comparison will focus upon 17 selected questionnaire items.

These

are presented as signal indicators for discussion of trends and patterns.

The

selected items are:
1.

Satisfaction with the quality of Care (Question 1, page

2.

Belief that Facility Hours are Adequate" for Patient Care (Question 3, page

3.

Belief that Patients Use the Facility Night Call Hours Appropriately
(Question 4, page

4.

Belief that Service Unit provides Sufficient Outreach Services (Question 6,
page

s.

Belief that Patients are Treated with Respect (Question 7, page

6.

Belief that Added Field Clinics Increase Utilization (Question 7, page

7.

Belief that Added Field Clinics "Increase Accessibility (Question 9, page
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).
).

8.

Satisfaction with Administration of the Facility (Question 1, page

9.

Belief that Effective Channels of Communication Exist (Question 3, page

10.

Availability of a Written Job Description (Question 5, page

11.

Satisfaction with Management of Poor or Incompetent. Job Performance
(Question 6, page

12.

Belief that Consumers Should Have a Voice in Determining Facility Policies
(Question 8, page

13.

Belief that Navajo People are Capable of Making Health Services Decisions
(Question 9, page

14.

Satisfaction with Current Financing (Question 1, page

15.

Belief that Patient Receive Better Care
(Question 5, page

16.

Satisfaction that Can Practice at Rest of'Capabilities at the Facility
(Question 1, page

17.

Expectation to be Working in Indian Health Programs Five Years in the
Future (Question 4 page

on

a Fee-For Service Arrangement

(For the exact wording of the questions see Appendix)
In general the following discussion should provide the reader with an
idea of how the employees of I.H.S. feel about the health care system, its
strengths and weaknesses.

Many of the best and worst traits of the I.H.S.

system are well known to I.H.S. personnel at all levels; but seldom has it
been documented as in this and previous (CHSEP) reports.
1.

Satisfaction with Quality of Care
The responses to this question were uniform for the three service units
with half of the respondents expressive satisfaction with the quality of
care.

Last year's survey of Kayenta, Crownpoint and Fort Defiance showed

that overall, 63 percent of providers were satisfied with care provided.
Of the six service units, Kayenta reported lowest satisfaction with 44 per
cent positive responses.

-
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PROVIDER TABLE 7
ARE YOU SATISFIED ~lITH QUALITY OF CARE?
No

Yes

Facility
Winslow

30
(50.0)

26
(44.1)

Shiprock

29
(54.7)

21
(39.6)

Gallup

B3
(50.6)

(44~ S}

142
(51.4)

120
(43.5)

Total

73

Of those who responded.negatively to this .question, most complained about
inadequate facilities--laboratory and X-ray

b~ing

specifically mentioned.

sufficient staffing and inadequate budget were also frequently noted.
level providers at Winslow were quite negative in their responses.

In

The upper

Several

physicians mentioned lack of emphasis on preventive medicine as a source of
dissatisfaction.

At Gallup, inadequate nursing staff and excessive case load

were frequent complaints.

Most responses were qualified: "yes, I'm satisfied

with care provided, given the level of budget-and resources we have to work
with", was a typical response.
2.

Belief that Facility Hours are Adequate'
There was very little disagreement on this question, slightly more than
two-thirds of the respondents thought that current facility hours were
adequate.

In Phase II, 72.7 percent of respondents affirmed that facility

hours were adequate.

This year's results ar€

shown in Table 8.

This is

no real surprise since all facilities surveyed,operate on a 24 hour basis.
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PROVIDER TABLE 8
CUPJffiMT HOURS ARE ADEQUATE
Yes

Facility
Winslow

32
(55.2)

20
(34.S)i

Shiprock

34
(69.4)

13
(26.5)

115

Gallup
Total

3.

No

(71.4)

39
(24.2)

181
(67.5)

72
(26.9)

Belief that Patients Use the Ni2ht Call Hours Appropriately:
Table 9 indicates that the staff at all three facilities are strongly
negative in their feelings regarding appropriate use of the night call.
hours after regular clinic hours.

Most of the volunteered responses

mention that patients tend to come in for health problems that are best
handled during daily clinic hours.

Many of respondents seemed to

appr~-

ciate the problems which patients experience in using the regular clinic
hours (transportation, work, etc.) however, most felt that organizational
•
problems (such as personnel shortages) prevented the facilities from
developing night clinics.
PROVIDER TABLE 9
Are emergency night hours
used ao ro riatelv b Patients?
Facilit

Yes

No

Winslow

12
(20. 3 )

34
(57.6)

Shiprock

15
(31. 9)

(61. 7)

Gallup

55
(34.B)

84
(53.2)

Total

82
(31.1)

147
(55.7)

29

This item seems 1;0 point to a circumstance in which providers are some
what in conflict.

Many seem to understand the situation of the Navajo

Patient who uses the night call hours "inappropriately", however, the
providers are acutely aware of the organizational limitations which they
feel prevent the particular'facility from responding to the situation.
4.

Does the Service Unit Provide Sufficient Outreach Services?
Again, on this questionnaire item it is noted that the majority of
respondents of the two larger

faciliti~s

(both of which have inpatient

capabilities) respond positively, reveali~g satisfaction that the out
reach services are sufficient.

Table 10 shows a general belief

respondents that outreach services were adequate.

~Dng

The recognition of

need for outreach services is noted in the response at the smaller
facility, Winslow, with less outreach capability.

The percentage of

positive responses for Winslow, Shiprock and Gallup were somewhat lower
than the previous survey of Kayenta, Crownpoint, and Fort Defiance.

PROVIDER TABLE 10
Does the Service UJ'\.i t Provide,
Sufficient Outreach Services
Facility

Yes

Winslow

'27
(45.8)

22
(37.3)

Shiprock

28
(62.2)

(26.7)

Gallup

78

Total

'--

No

.' ,~"",
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12

(50.6)

57
(37.0)

133
(51.6)

(35.3)

91

5.

Belief that Patients are Treated with Respect:
Last Year, Kayenta providers almost unanimously responded positively to
this item (with only one out of the twenty disagreeing).
Fort Defiance respondents were
as Kayenta.

a~so

Crownpoint and

positive though not as unanimously

Responses to this year's survey were less positive:

Overall,

66.2 percent of respondents agreed that patients were treated with full
respect.

Perhaps not surprisingly, the

l~west

positive response was in

the largest hospital.
PROVIDER TAB~E 11
you feel most Patients Are Treated
With Full Respect by Health Care Provider
Do

No

Yes

Facility
Winslow

40
(66.7)

18
(30.0)

Shiprock

42
(80.8)

7
(13.5)

GallUp

100
(61.3)

58
(35.6)

Total

182
(66.2)

83
(30.2)

This item can be interpreted as a rather self-serving response from health
care providers.

If one answers negatively "it reflects upon the health care

providers (a group of which the respondent is a member).

Therefore, it is

interesting and revealing to explore further the matter of who might have res
ponded negatively.
positive.

Physicians and registered nurses were almost unanimously

The negative responses come primarily from the LPN/nurse assistant

and teclmical and para-professional categories.

The matter of perception of

patient respect probably differs somewhat among the occupational groups.
pretation of this item· must be qualified somewhat.
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Inter

The upper level providers

at Winslow were critical of respect given patients.

Many respondents noted

that Navajo providers were less respectful to their own people than the anglo
employees.
6.

Belief that Added Field Clinics Increase Patient Utilization:
More than half of the sample believed that additional field clinics would
improve utilization of available services.
in the responses to this question.
much less optimistic than those

There was very little variation

Providers in this year's survey were

survey~d

last year - 76.2 percent of

Kayenta, Crownpoint, and Fort Defiance respondents thought field clinics
would augment utilization of services.

Table 13 gives results for each

service unit.
PROVIDER TABLE 12
Do you Believe Additionai Field Clinics
Located Elsewhere Would Increase Utilization
Of Health Care Services
Yes

Facility
Hinslow

32
(55.2)

17
(29.3)

Shiprock

25
(51. 0)

21
(42.9)

88
(55.0)

52
(32.5)

145
(54.3)

90
(33.7)

Gallup
Total

7.

1'10

Belief that Added Field Clinics Increase Accessibility:
A question in the same vein as the previous one asked whether field clinics
would improve

a~cessibility.

The implicit question here was whether providers

preceived accessibility as cause of non utilization.

The number of positive

responses was about 30 percent less than those for last year's survey which
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suggests that more of this sample either believes facilities are sufficiently
accessible or that even providing more clinics would not improve the situation.
No explanation is evident as to why the lowest percentage of positive res
ponses in Phase II is higher than the highest in Phase III.

Two-thirds of

respondents however responded affirmatively suggestive that providers see
accessibility as a problem.
~esponses

Responses are in Table 13.

to this question reflected an awareness of impediments to accessi

bility due to distance and road conditions.

The negative respondents argued that

rather than create field clinics, it would be preferable to adequately staff
and improve present facilities.

Improved transportation was also suggested as

an alternative to field clinics.
PROVIDER TADLE 13
Do You Believe Additional Field
Clinics Located Elsewhere ~vollid
Increase Accessability of Health Care Services
Facilitv
Winslow
Shiprock
Gallup
Total

8.

Yes

No

34
(63.0)

(20.~)

33
(70.2)

(27.7)

104
(65.8)

(26.6)

171
(66.0)

66
(25.5)

11

13

42

Satisfaction with AdIainistration of the Facilitv:
.
The following tables show responses to questions which sought to assess
satisfaction of providers with various aspects of their facility.

Table

14 shows results to the most general question regarding satisfaction with
the facility.

Only at Shiprock were less than half of the respondents
_ 29 _

satisfied with.facility administration.
dents were dissatisfied.

Overall, about half the respon

These results are quite similar to those from

previous surveys, and are more pessimistic than the quality of care assess
ment shown previously in Table 7•
. PROVIDER TABLE 14
Are You Satisfied With
The Administration of the Facilit

Winslow
Shiprock
Gallup
Total

9.

No

Yes

Facilit

23

29
(50.9)

(38.6)

22
(44.9)

26
(53.1)

73

73

(46.8)

(46.8)

124
(47.3)

121
(46.2)

Belief that Effective Channels of Communication Exist:
Again, results from Phase II and III do not differ greatly; in both surveys
slightly more than 50 percent of respondents answered affirmatively.

Dis

satisfaction with communication is partially the basis for dissatisfaction
w~th

administration.

Note that Winslow had the fewest satisfied with admin

istration and the most dissatisfied with channels of communication.
Comments regarding effective lines of communication \.,rere predominatly positive
for Gallup and Shiprock.

There was much more dissatisfaction at Winslow.

The

gist of the comments was that proper channels may exist but are not used.

D1f

ference in personalities, involvement with own problems and turnover of staff
were suggested as sources of inadequate communication.

Judging from the comments,

there was a great deal of latitude for misinterpretation of these questions.
was variously

interpret~d

It

as communication between individuals, departments, com

mittees and one respondent simply observed, "it takes a while to get answers".
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PROVIDER TABLE 15
Does This Facility Provide Effective Channels
Of Communication for all Levels of Fersonnel
Facility

Yes

~linslow

23

Shiprock

(41. 8)

28
(50.9)

29
(60.4)

15
(31. 3)

89

(55.6)

59
(36.9)

141
(53.6)

(38.8)

Gallup
Total

10.

No

102

Availability of a Written Job Description:
There was near unanimity of the respondents at all three facilities on this
item.

The large majority were aware of a ,written job-description for their

position.

Only a few individuals indicated that they had not seen written

job descriptions (19 out of 251 who answered this).

Of the

~~sitive

res

pondents, 55.1 percent felt that their job descriptions adequately reflected
their actual function.

The respondents from Gallup Hospital were less

satis~

fied in this respect than those from other service units.
11.

Satisfaction with Management of Poor or Incompetent Job Performance:
Some divergence was noted on this item.

Gallup respondents were more satisfied

than those from Winslow or Shiprock - Winslow registered the lowest satisfac
tion with only 28.8 percent responding positively.

Most respondents were not

aware of procedures for handling unsatisfactory performance of work.
vious survey showed high non-response to this question.
rate was 54 percent.

The pre

Overall, the response

The chi square for this table is significant at .07.*

• Chi square statistics are shown only where they indicate statistically significant
results. Tables shown here are abridgements of 3 by 8 tables which include various
ca'tegories of indecisive or non-response, hence, 14 degrees of freedom. These give
much more conservative results than if they were compiled for 2 by 3 tables.
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PROVIDER TABLE 16
A~e You Satisfied with the Agency's Handling
Of Cases of Poor or Incompetent Professional
Perfonnance
FACILITY

YES

Winslow

15
(28.8)

27
(51.9)

18
(38.3)

24
(51.1)

68 •
(48.9)

(37.7)

Shiprock
Gallup

NO

44
I

---------------------------------------------~----------------------------l

TOTAL·

·2

·x

= 22.3,

101

(42.4)

95!

(39.9)·

14 d.f., P = .0734*

Many respondents did not believe that promotions are based mainly on
merit.

There seemed to be

th~ee

opinions as to the source of inequity.

Mc~t

predominant, were opinions that promotions were based on longevity rather
than performance.

Several respondents noted that having to hire Indians did

not necessarily reflect merit (one of these respondents was eager to point
out that she was a Navajo).
about the sy~tem:

A third group of responses revealed skepticism

Quality of work makes 1ittl~ difference but if anyone is

promoted it is because of favoritism, "brownie points", or patronage.
The chi square is interpreted as the probability (7 out of 100) that
this result could occur as a result of pure chance.
12.

Belief That Consumers Should Have a Voice in Determining Service Unit
Policies:
The positive responses to this item averaged about 60 percent for res
pondents in all three facilitie!;;.

Even of those who answered "no" on

this item, a number qualified the answer by indicating that in certain
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"appropriate" cases they felt consumer views were important.

One interesting

aspect to this response item was the fact that physicians almost unanimously
approved of consumer participation, whereas, the registered nurses, the li
censed practical nurses/nurse assistants, and the technical/para-professionals
were split evenly on this question.

This is surprising because the literature

regarding physician behavior in regard to consumer boards has referred to resis
tance on the part of medical doctors to consumer decision-making.

Physicians

.

who enter Indian Health, however, are quite young and consequently may be more
altruistic.
Although agreement was not as great as last year, the results in Table I i
are significant at .05.

There is a

statistica~ly

significant agreement that

there should be popular voice in operation of the hospitals.

PROVIDER TABLE 17
Do you Believe That Families and Individuals

Who Use the Hospital Should have a Hajor
Voice in Deternininq How it is Onerated?
Yes

Facilitv
Winslow

35
(60.3)

Shiprock

31
(59.6)

Gallup

112
(69.6)

Total

17A

(65.7)
2

:x: =?3.8, 12 d.L P .05
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No

15
(25.9)

17
(32.7)

40
(24.8)

72
(26.6)

I

Among 26.6 percent who responded negatively to this question, explanations
tended to note lack of expertise of users of facilities in how hospitals ought
best be run.

Another frequent observation was that giving users a major voice

in Hospital operation would 'result in bureaucracy and inefficiency.

Some res

pondents saw Health Boards as all the representation required, others said addi
tional voice by users was needed because Health Boards provided inadequate
representation.
13.

Belief that Navajo People are Capable of Making Health Service Decisions:
The providers surveyed were equivocal as to the ability of Navajos to make
health decisions.

This was particularly true for Gallup where responses

were almost evenly divided between agreement and uncertainty.

The other

service unit results were more positive with about 60 percent in each
agreeing that Navajos could make health decisions'.
highly significant statistically.

These results were,

Those who thought Navajos incapable

of health decisions frequently added that most were insufficiently educated;
others said only tribal leaders of those especially educated could make
major decisions.
PROVIDER

TABL~

18

Do You Believe Navajo People Are Capable

of Making Decisions Concerning The Operation
of the Health Deliverv SYstem'?
Facilit

Yes

Winslow
Shiprock
Gallup
Total

2

=

38.6, 14 d.f., p=.Ol
---~-----

- 34 

NO

36

13

(63.2)

(22.8)

29

11

(56.9)

(21. 6)

59

56

(39.1)

(37.1)

124
(47.9)

(30.9)

80

14.

Satisfaction with Current Financing:
A series of five questions elicited opinions about financing of health
care by IHS.

Other research has shown that physicians who come to the

reservation are partly motivated by altruism.

Accordingly, the results

of this section show a general agreement with current free and low cost
health care for Navajos.
PROVIDER TABLE 19
Satisfaction with Provision of Free or
Very Inexpensive Care to Indians

Gallup
Shiprock
l'1inslow

About

~wo-thirds

NO

YES

FACILITY

99

50

(62.7)

(31.6)

26

23

(51. 0)

( i1 5.l)

44

l?

(7<1.6)

(20.3)

I

i

of the sample were satisfied with present financing of

health care. -About 94 percent responded to this question and of the
only five percent did not respond with "yes" or "no".
decisive if examined by race of the respondents.

r~spondents

The response was less

Non-Indians were equally

divided on the question while 91 percent of the Indian respondents expressed
satisfaction with ~urrent financing.

Most providers believed in the free care

approach to health services for Indians.

A common dissenting view was that a

small fee or sliding scale based on income would help alleviate lack of appre
ciation and abuse of services.
"right" to free care:

A similar question asked if Indians had a

75 percent said yes, and again 95 percent responded.
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PROVIDER 20
Do You Believe Indian Patients
Have a Right to Free Care From
The Federal Government
Yes

Facilitv
Winslow

45
(75.0)

No
9

(15.0)

(66.0)

15
(30.0)

Gallup

125 .
(77.2)

33
(20.4)

Total

203
(74.6)

57
(21.0)

Shiprock

33

x 2 = 23.1, 10 d.f.

p

= .01

These results were fairly uniform; when categorized by race, 86.6 percEnt
of Indian respondents believed they were entitled to free care, 71 percent of
non-Indian respondents answered similarly.
15.

Belief that Patients Receive Better Care on a Fee-For-Service Basis:
This item was used as an indicator to explore provider attitudes

rega~Qing

the comparable quality of public versus fee-for-service health care system.
In a sense this is a "loaded" question for providers at Indian Health
Service facilities.

If one has any pride in the care offered by the

service unit, then it is likely that he will favorably compare Indian Health
Service facilities with fee-for-service facilities.
be reflected

~n

the data.

This observation may

There was,a consistent majority of respondents

who disagreed with this proposition.

This was true among Indians and non-

Indians and among all of the occupational groups.

Even some respondents who

were generally critical of the particular Indian Health Service facilities
expressed confidence that the health care offered at the service units was as
good as that offered at comparable private and other non-federal facilities.
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PROVIDER TABLE 21
Do You eelieve That If You Pay For Medical

Care Services That You Get Better Qualitv Medical Care?
Facility

Yes

Winslow

20
(35.7)'

33
(58.9)

Shiprock

12
(23.1)

35
(67.3)

. 82

70
(44.0)

Gallup

(51.6)
Total

114
(42.7)

x

No

2

138
(51. 7)

20.7, 10 d.f. P .05

Providers in Winslow, St.iprock, and Gallup were less emphatic in denying
this proposition than their counter parts in Kayenta, .Crownpoint, and Fort
Defiance.

Overall, 42.7 percent of the Phase III providers thought fees for

service would result in better care.

Non-Indian Providers were about equally

likely to disagree with this proposition as were Indians.
16.

Satisfaction that Provider can Practice at Best of Caoabilities At
Particular Facility:
In the previous survey, there was

consid~ab1e

(almost 20 percent vari

ability Qetween service units responding to this question.

This current

survey showed somewhat less variation,.but the results were mere pessi
mistic.

While in the previous survey 64.2 percent answered affirmatively,

the present survey showed only 59.1 percent of providers confident that
they could practice to the limit of their abilities.

As might have been

expected, Gallup--the largest, most modern hospita1--disp1ayed greatest
satisfaction with facilities and their ability to practice their profession.
Both the literature and the written responses indicate that professional
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satisfaction is strongly linked to the resources available for full health
care.

Most of the written responses from Kayenta staff spoke of "doing

the best a person can in limited circumstances".

There seems to be no dis

tinct trend which explains or elaborates on the much lower satisfaction
rate at crownpoint.
PROVIDER TABLE 22
Are You Able to Practice Your Profession To the
Utmost of Your Capabilities At This Facility
Facilitv

Yes

No

Winslow

35
(59.3)

21
(35.6)

Shiprock

23
(47.9)

(45.8)

Gallup

91

Total

x = 18.9

22

(62.8)

40
(27.6)

149
(59.1)

(32.9)

83

10 d.f. P .05

L..__ •

•

.• __ ._.

---<

The chi square shows that these results have very small probability of
occuring by chance, hence it can be concluded with high deg_ree of confidence
that providers are satisfiea with the ability to practice in the present facili
ties.

There were a number of contributing problems which were perceived to in

hibit full professional performance by those who provided written responses.
Some of these were:
1.
2.
3.
4.
5.
6.
7.

Financial limitations
Personnel problems
Absence of certain support equipment
Frustration with administration
Too many administrative responsibilities
Absence of continuing ~ducation opportunities
Inability to communicate in Navajo or in English (for non-Navajo speaking
providers) •
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Some Of the positive features mentioned as affecting professional perfor
mance were:
1.
2.
3.
4.
17.

Positive interaction with patients
Exposure to a broad range of clinical problems
Good staff support
High staff morale

Expectation to be Working in Indian Health Programs in Five Years:
The responses to this question are· rendered less valid because of low
responses rate.

237 responses, only 80 were a clear cut yes and no, while

60 percent of responses consisted of explanation only.

Recognizing this,

we may observe that almost three times as many respondents affirmed plans
to continue to work in Indian Health in five years as did not.
PROVIDErt TABLE 23
Do You Expect to be Working in The Area

of Indian I-feal th Five Years From
Facilit

NO,",I:

Yes

\'1inslow

No

25

Shiprock

(43.1)

(27~1)

30

13
(27.1)

(62.5)

Gallup
Total

3

2

(2.3)

(1. 5)

58

(24.5)

22

(9.3)

Comparison of the table above with a breakdown by race, yields little
meaningful information.

Roughly, the same percentage of non-Indians as Navajos

planned to be working in thE field of Indian Health in five years, but only 33
percent of the sample answered the question decisively.
Some of the factors that have preViously been identified as influencing the
decision not to remain beyond five years include:
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1.
2.
3.
4.
5.
6.
7.

Poor schools for children
.
Inability of non-Navajo to hold and build a horne;
Frustration with hospital administration and "bureaucracy",
Cultural and social isolation of non-Navajos;
Uncertainty of grant or "soft" monies;
Further education;
Housing Problems;

Factors which were perceived as positive influences on the decision to re
main beyond five years were:
1.
2.
3.
4.

working with "my own people".
Interest in cross-cultural medical and health care;
Physical attractiveness of the area~
Excellent clinical experience

Some additional factors which emerged in this year's survey as important
reasons for staying with or leaving a health care provider position.

Reasons

for leaving include; hours of work load, dissatisfaction with administration,
supervision or bureaucracy.
also mentioned.

Lack of challenge or inadequate facilities were

Among reasons for· staying were satisfaction with working con

ditions, roots in the area, seniority, desire to improve Navajo Health, pro
motion or retirement expected in the near future.
Many respondents provided miscellaneous comments.

The need for more staff

was often mentioned--nurses are apparently in short supply as all their service
units.

Several physician specialists complained that they were forced to see
I

emergency or general patients out of their field of expertise.
concerned over a general lack of caring in their institution.

One doctor was
Inability to

directly provide instructions and health education to many patients was a
source of frustration for one physician.

Many respondents expressed interest in

seeing the results of this survey and skepticism that it would have any beneficial
effect.
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Consumer Survey
1.

Methodology

2.

Findings

CONSUMER SURVEY 11ETHODOLOGY AND IMPLEMENTATION
The final report provides an overview of the Comparative Health Services
Evaluation Project, Phase III, an evaluation project conducted by the Navajo
Health Authority (Office of Health Statistics and Research) for the Navajo
Area Indian Health Services during the period bf June 30, 1976 through June 30,
1977.

The evaluation included two major components:
provider survey.

A consumer survey and a

This year's project focused on three service units within the

Navajo Area Indian Health SerVice (NAIHS) for the provider survey and one ser
vice unit for the consumer survey.

All consumers surveyed were located within

the boundaries of Kayenta Service Unit.
survey were:

The three service units in the provider

Winslow (comprised of. an area entirely in Arizona); Gallup and

Shiprock (comprised of areas both in Arizona and New Mexico).

Questionnaire

clearance problems had slowed the implementation of the consumer survey during
CHSEP, Phase II, and it was necessary to postpone the Kayenta area consumer
survey until this cont:act year.

The raw data and data summaries remain on file

with the Navajo Health Authority and with the Navajo Area +ndian Health Service •

•

Detailed information on specific areas can be obtained thr?ugh one of these two
organizations.
Background
During the calendar year 1974, the Comparative Evaluation project (CEP, HEW
contract

HSM 110-73-383)

was conducted and completed by the Navajo Health Auttor

ity Planning and Evaluation Division.

As part of, the CEP a survey was conducted

of consumers of health care services at four selected health care facilities
(OMB No. 68-573091).
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1.

The Consumer Survey interview schedule was restructured and linked
to the influence of external factors including cultural, economic,
social, geographic and morbidity/mortality variables.

2.

The sample was more formally developed in a random manner in order
to represent all potential consumers (not necessarily users of a
particular facility) and to provide consumers not now available to
Navajo Area Indian Health Service or to virtually any I.H.S. area.

3.

Permanent staff, as opposed to college students were utilized as
field interviewers in order to improve the quality and control over
the survey.

4.

The interview unit was designated to be Navajo households and accept
able respondents were to be Navajo adults (above age 16) in the sample
households.

These changes were proven effective in Phase II and there have been no
further changes in Phase III, CHSEP.
Data Collection Method:
On the Navajo Reservation mailed questionnaires and telephone interviews
are not appropriate methods of data
the

~£servation

collection~

Less than two percent (2%) of

population has a household telephone.

ticularly in remote areas of the

reservatio~,

Most Navajo people, par

receive mail at local trading posts

or use general delivery mail and pick-up their mail only periodically.

Addition

ally, written questionnaires have limitations in that the English literacy rate
is generally quite low in most areas and Navajo has only recently become a writ
ten language.
tion method.

The personal interview is therefore most appropriate data collec
It is recognized that in-person interviews are more costly than

other primary data gathering methods,. however, there is no other acceptable
alternative.

The

qucst~onnaire

which was reviewed and cleared in Washington is
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designed to be administered to individuals in sample households by trained
Research Assistants.
Throughout this report the terms "research assistant" and "interviewer"
will be used interchangeably.

Generally, instructions and interviewer!s cues

are incorporated in the body of the printed questionnaire.

An interview

manual was also provided for decision-making in the field.
Purpose:
1.

The purpose of

th~_~Q~~umer

survey is to obtain an overview of the respon

dents health status and behavior.

This is desitable because NAIHS does not

have even rudimentary data on individuals ·who do not utilize their services.
The focus of this effort is the health behavior of users and non-users of
Indian Health Service facilities with reference to selected topics such as
general health status, pregnancy, emergencies, dental care and where these
services are sought (see questionnaire in Appendix).
2.

Socio-economic, enviromental and cultural variables are related to health
status, behavior and utilization patterns.

This is an effort to develbp

data on contextual variables effecting the perceived health status and use
of facilities and services.
3.

Patterns of utilization of the various types of health care available to
Navajo consumers are sought, both the traditional Navajo healing system
and the modern medical system.

4.

Indicators of.the accessability of health care are obtained by focusing
on the availability of transportation, time and distance required for
travel.

5.

Indicators of the general

availa~ility

and use of third party payment

among sample respondents are obtained and attitudes regarding alternative
health care systems (fee-for-services and others) are elicited.
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Ori9in of the Questionnaire:
Various components of the interview format and schedule were adapted from
the following sources:
1.

Adaptions of the Health Interview Survey (HIS - 1-1973), selected items
and codes.

2.

Indian Health Survey, 1955-56 (PHS-2472).

The basic format and selected

items and codes were adopted from these sources.
3.

The Lake Powell Research Project (NSF-RANN) Principle Investigator) Jerrold
Levy Ph.D.

Coding and translation information and experience were use from

this source.
-4.

The Native American Health Consumer Interview schedule (HSM Contract 110
72-143).

Michael Fuchs, Dr. P.H., Principal Investigator.

Several items

were selected from this questionnaire.
During Phase II CHSEP, the questionnaire was translated into written Navajo
by Research Assistants who have as one of their qualifications the ability to
translate well in English and Navajo.

A copy of the translated instrument is

available for review, but this was mainly for the practical experience of the
interviews •.. Interviews, if carried out in

Na~ajo,

lyfrom the English form by the interviewer.

were .translated spontaneous

Responses were written in English.

Due to this process and the complexity of the Navajo language, the interviews
in Navajo took considerably longer.
Sample
The Kayenta area is mandated by the Phase III, I.H.S. contract for inclusion
in the survey.

Given the time constraints, long distances and other factors

such as weather, season, etc., a target of 79 households has been established.
Consultation with two researchers who have substantial experience conducting
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"

survey research on the Navajo Reservation, Dr. Stephen Kunitz and Dr. Jerrold
Levy, indicates that a realistic completion rate for two interviewers under
optimum conditions is 100-110 interviews a month (the pre-test supported this
estimate).
The proposed sample size is further affected by other major factors.

The

terrain and related physical features (such as weather) dictate that a field
survey on the Navajo reservation requires

mo~e

time to locate households and

complete interviews than field surveys in urban and other rural settings.
Hogans and camps are often widely dispersed throughout the 24,700 square miles
of reservation where secondary'roads connect only the major popUlation centers.
To gain access to remote areas, unimproved dirt roads have to be used.

places no roads exist and sheep trails are followed.

Generally,

ditions only allow about six months (the period from May to
field research can be conducted.

In some

~€ather

Noverr~er)

cor.

in which

Furthermore, summer rains often interrupt the

field travel during the favorable months.
Table 1 shows the method of determing the sample size.

Given the use of

random selection methods, a 4% sample represents a manageable number of house
holds when logistical difficulties are considered, but also represents a

nurr~er

which produce representative results at the .05 level of confidence.

S~mple

TABLE 1
Design Phase III CHSEP, Kayenta, S.U.
WT~

Kayenta
a.

Population
Estimates a

Household
Estimate b

4 Per Cent of
Area Households

11,055

1,974

79

Oversampling
(20 Per Cent)

Sample
Required

12

Estimates Available from Office of Statistics and Information,
Bureau of Indian Affairs, Window Rock, Arizona, and the I.H.S.
Office of Program Planning in Window Rock.
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95

b.

Household estimates are based upon the 5.6 per household figure
by Gerald J. Boyle, "Economic Status of the Navajo on the Reser~
vation 1969."

The 20 percent oversampling in the Table 1 reflects the anticipated loss
rate (not at home, refusals).

Unfortunately, there is little experience by

which to project this rate and 20% is offered as a somewhat arbitrary estimate.
The sampling figure might be viewed as
genity

somewh~t

low; however, substantial homo

for demographic variables for the reservation population has long been

reported.

Characteristics which have been recognized were confirmed in a re

cent survey conducted by the Center for Business and Economic Research, Brigham
·Young University, Provo, Utah.

These

charact~ristics

include:

1.

Most of the heads of households are married (over 75%):

2.

75% of female heads of households are "not in the labor force" and one
third of male heads are l'not in the labor force",

3.

Mean family income is rather low and the range of income is quite narrow
(consistent with subsistence economy in transition):

4.

Over 50% neither speak nor read English to any appreciable degree.

5.

The families are uniformly Navajo (over 98%):

6.

Educational levels are also substantially6skewed toward the lower levels.
It may be recalled that adequate sample size depends on many things:

The objectives of the study, the accuracy of measurement, the degree of hetero
genity of subjects, the precision required for generalization from sample to
population, and the degree of confidence required in conclusions and the re
sources available (J.H. Abramson, Survey Methods in Conununity Medicine, 1974.
The objective of this study are solely descriptive and inference will be
only to the Navajo population.

The accuracy of measurement of attitudes or

recalled information cannot be assessed either before or after the fact.
Through repeated use

o~

similar survey instruments and comparison of results,
~
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reliability can be assumed.

In the case of the present contract, tqe scar

cest resource is time, particularly given the difficulties in collecting data.
Sample Selection Procedure:
In consultation with staff statisticians of the Bureau of Epidemiology,
Center for Disease Control (CDC), Atlanta, Georgia it was suggested that the
sample selection procedure often employed by CDC staff in rural isolated areas
be utilized.

This method was first described by Sezling and Sherman (Robert

E. Serfling and Ida L. Sherman, Attribute Sampling Methods for Local Health
Departments, Public Health Services Publication No. 1230) and later adapted by
Peavy and Dyal (J.V. Peavy and W.W. Dyal, Community Disease and Immunization
Survey - Published and Distributed by CDC).
Using the method described by Peavy and Dyal, Cha.pters (local political
units on the Navajo Reservation) and service unit geographical areas have been
sectioned into a grid system with the local chapter as a primary sampling unit
(roughly equated with the "townships" referred to in Peavy and Dyall.

The grid

system is further refined to establish interview sectors (which might be con
sidered as equivalent to a block unit in an urban area).

Random selection pro

cedures have been implemented for selection of interview sectors and for selection
of households within the sectors.
During the past three years the Navajo Health Authority developed area maps
for thQ reservation which indicate locations, numbers and types of dwellings.
During the summer of 1974, a communicable disease survey team of the Center for
Disease Control, Atlanta, Georgia used the NHA area maps and reported the maps
to have been over 90% accurate.

The CHSEP has utilized the same maps as the base

for the selectioQ of area samples.
On the map for Kayenta Service Unit area, a grid system was superimposed.

A

six-mile spacing of East-West parallels (known as "Tiers) and a similar six-mile
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spacing of North-South parallels (known as "Rangers"), was formed.
intersections of the parallels form 36 square mile Township.

The

Within Town

ships, square-mile sections are numbered sequentially 1-36, beginning with
section #1 at the northeast corner of the Township, moving westward in a
serpertine fashion to section 36 in the southeast corner of the township as
indicated belm....

6

5

4

3

2

1

7

8

9

10

11

12

18

17

16

15

14

13

19

20

21

22

23

24

30

29

28

27

26

25

31

32

33

34

35

36

Since the housing density is rather low on the reservation (especially in
Kayenta) and housing units are often clustered in camps, it was decided to use
the chosen sections as the interview sectors and all housing units within the
chosen sections were interviewed.
~possible

to

sub-sample.

This is due to the fact that it is almost

develop a methodical random selection device for a intra-section
Therefore, the sections served as the base unit for sample selec

tion and all heads of households within the. randomly selected section

~ere

interviewed.
After delineating the townships and sections, the procedure for selecting
the interview sectors was accomplished by the project director in the following
manner:
1.

Every section on the total grid was given a unique number (as described
above) •

2.

A table of random numbers was used to select random digits for the
selection of interview sectors.
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3.

Since the number of housing units varies so greatly between sectors,
an approximate cumulative total of housing units was tabulated as the
random numbers were selected to indicate an estimate of the number of
households required. An example is provided:
Interview Sector
091
142
049
198
163
538
243

4.

Cumulative Totals

Number of Units

4
17
25
25
27
32
38

~4

13
8
0
2
5
6

Once the cumulative total slightly exceeded the required number of
households, the random selection procedure is terminated.

Trial Run:
In the.Phase II, CHSEP, a trial run of the present version of the interview
schedule was conducted September 4-5, 1975 of five household units in the Gallup
Service Unit area.

All of the interviews in the trial were conducted in Navajo

and the respondent burden time was demonstrated to be approximately 25-45
minutes.

Generally, when conducted in English the burden is about 25 minutes,

but the interview requires 45 minutes in Navajo.

As a result of this trial run,

several questions which were not relevant to the purposes of the survey were
eliminated and many questions which were

redu~dant

correspond with the Navajo translation.

There have been no changes in the inter

in Navajo were re-worked to

view schedule for Phase III.
Interviews
In any study such as this one, the interviewers are of vital importance.

In

Phase II, two permanent, full time, Navajo researchers were hired and extensively
trained as interviewers.
viewers for Phase II.

Marty Austin and Tina Vicenti were the sole inter

In Phase III the same two researchers began the project.

However, after two months of the project Ms. Vicenti left the study for employ
ment elsewhere.

This had no effect on the consumer survey, however, due to the
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fact that a division of labor had been set up where Ms. Vicenti began the
initiation of the provider survey (see following section of this report)
and Marty Austin had chosen to do all of the field interviewing.
The project director would like to state here that a study such as this
is made or broken by the quality of the interviewers, especially in a bilin
gual situation such as the Navajo Reservation.
viewers are excellent in their language
is a necessity.

Both of the initial inter

and interpersonal skills and this

When hiring a new researcher for the project when Ms. Vicenti

left, the project was again fortunate to locate a researcher of high caliber
in Mrs. Kathy Battese who was responsible for completing the provider part of the
survey.
The hiring of the interviewers will not be discussed in detail here for tHO
reasons.

First, the training process is described in detail in the Ptase II

annual report.

Secondly, little training of a formal nature was

under~aker.

in

this Phase since the new researcher brought extensive experience to the job and
was further trained on a day to day, tutorial basis.
Plan for Managing Interviews wh.ile in the Field Collecting Data:
During the first week following OMB
sample was selected.

appr~val

of the interview schedule a

Interviews were conducted during the three-month period

following the selection of the sample.
was 45-50 minutes on the average.

In. Phase III the respondent burden-time

In the experience of interviewers in past

surveys, Navajo respondents, especially in the more isolated areas of the reser
vation, are most comparative and eager to engage themselves in an interview,
particularly concerning topics of some importance to them, such as health status
and health behavior.

Kayenta proved to be no exception.

During the months that the researcher had been in the field for CHSEP Phase
III, there was a bi-weekly review of the interviewing situation to account for
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the number that had been successfully contacted and interviewed and to deal
with any difficulties which had been encountered.

Few problems arose, but

logistics were a continual source of discussion, for Kayenta is a vast,
sparsely populated area.

In each session, completed questionnaires were

reviewed with an eye towards future interviews.
tn Phase III there was only one researcher collecting consumer data for
the Kayenta area and due to this fact it took more time than it would have
with two interviewers.

This is different than in Phase II where two inter

viewers worked together in the more populous areas of Ft. Defiance and
Crownpoint •
. Maps .and Sector Worksheet:
An interview sector worksheet and a working map was provided for the in
terviewer to maintain data on visits, collect additional information on the
interview sector and verify information on the maps.
Maps from which the sample was selected include:
1.

Topographic~l

2.

In addition to or in place of a secto~ worksheet, the interviewer made
comments and notes on time allocation, completion, return visits to a
particular location, etc.

map sections (u.S. Geographical Survey) or duplicated
sections of the area maps were provided to the researchers. Prier
to conducting interviews in a sector, the. interviewers compared maps
to recognizable landmarks to assess its accuracy.

Handling Non Responses:
It was anticipated that the response rate would not be 100% for each sector.
However, to maximize the initial response rate, effort was made to:
1.

Select optimum times when respondents will be at home, such as during
the weekdays as opposed to weekends when most Navajos go into the
cities for supplies, groceries, etc. As time and work loads permitted
interviewers made return visits.

~
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2.

Provide advance notice. The majority of Navajos use Post Office
boxes or trading posts as their address. Often they do not pick
up their mail for months, particularly if the address is at a
trading post. Furthermore, only 2% of the Navajo households on the
Navajo Reservation have telephones, therefore, it would be impossible
to call them in advance to let the respondent know when the interview
er would or could come by to interview him.
However, one way that "advance notice"· was possible in the Kayenta
area was to relay a message on radio that a consumer survey will be
conducted in the area during the months of September through Novem
berand to have the people aware of the interviewers in their area.
This message was broadcast in Navajo during the regular "Navajo Hour"
on radio stations serving the area.

In addition, as elaborated upon above, the Researchers attended Chapter
meetings prior to the survey in order to inform the people in the chapters
about the interview to be conducted in their area.
Data Reduction
The interview data were collated, edited and reduced by the project staff
and transposed to code sheets for key punching (IBM Fortran Code Sheets).
From this point on, the facilities of the Department of Community Services,
University of Arizona Computer Center was used.

The Department provides

consultation and services on a sub-contract basis to the Navajo Health
ity.

Aut~or-

Key-punching, validation, taping and tape editing was accomplished by the

Department of Computer Sciences.

Additionally, the program preparation and

computer runs using a "canned" program were done on-site at the Arizona Computer
Center.

The following table depicts the process:
TABLE 2
Activity

1.
2.
3.
4.
5.

Agency

Collation of schedules
Editing & verification
Key punching (validation)
Taping
Runs

CHSEP
CHSEP
U. of
U. of
U. of
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staff
staff
A.
A.

A.

Data Analysis
since most of the data are descriptive and qualitative, contingency
table analysis seems to be the most logical method of analysis for the
annual reports.
nominal level:

Most of the questionnaire item responses remain at a
a few (such as visits in the past year to selected facili

ties) are interval measures.

However, the preponderance of qualitative

data dictates a contingency table analysis.
The most salient analysis involves the utilization and behavior varia
bles.

These variables can be treated as essentially dependent variables

in a multidimensional contingency table.
1.
2~

3.
4.
5.
6.
7.
8.

Some of these are:

IHS-user and non-user
Last contact with medical facility
Last contact with dental facility
Number of hospitalizations
Number of currently pregnant women seeing physician or midwife
Pregnancy outcomes
Children seen by }ID or in clinic
Utilization of traditional practitioners

Consultation Received Outside the Navajo Health Authority:
In Phase II, initial consultation in regard to the development of a survey
instrument and a timetable in reference to completion of fieldwork activities
was received·from Dr. Stephen J. Kunitz,

M.D.,~Ph.D.,

Professor of Sociology

at the University of Rochester School of Medicine, and Dr. Jerrold Levy, Ph.D.,
Professor of Anthropology at the University of Arizona, Tucson, Arizona.

Con

sultation in regard to the training of the field researchers and in the trans
lation (particulariy in regard to Medical terminology) of the interview schedule
into Navajo was received from Mr. Dan Vicenti, M.P.H., Educational Services
Director for the Navajo Tribe Division of Education, Window Rock, Arizona.
Mr.

Vicenti made many valid and helpful suggestions in the areas of the trans

lation and interviewer training which project staff have implementej and incor

~
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porated in both the interview schedule and the field researchers pre-field
work activities.
Statistical and computer program consultation is provided by the staff of
the University of Arizona Computer Center as was mentioned before.
Confidentiality and Informed Consent:
The names of the respondents are written on the interview schedule.

How

ever for purposes of analysis, a coded number was used for each household and
respondent.

The results are in aggregate form with no necessity for identify

ing individuals.
Security of the questionnaires is maintairied by locking them in a perma
nent file.

Immediately following submission and acceptance of the final report,

the questionnaires will be destroyed by burning.
a five-year period by the Navajo Health Authority.

The tapes will be retained for
It is anticipated that the

survey might be replicated in other areas on the Navajo

Reservatio~

or on other

reservations.
The specifications of Public Law 93-579 (Privacy Act of 1974) are
adhered to.

ridg~dly

A statement incorporating these components were read to all identi

fied respondents:
1.

The authorizing legislation and the voluntary nature of the interviews:

2.

purpose of the information-gathering;

3.

routine uses of the information;

4.

the fact that there will be no penalty if the respondent or member
refuses to participate.

"My name is
I'm working for the Navajo Health Authority.
The Board of Commissioners of the Navajo Health Authority, the Navajo Area
Indian Health Service and the people who work at the hospitals and clinics are
trying to improve the health service~ in this area. In order to improve the
Rcrvices it is necessary to get your answers to some questions about your
health and the health of other members of your family. This interview is
ed to give us important information 'in·order to understand the problems people
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have in obtaining medical services in the Navajo Area. A report will be
prepared of the findings and presented to the Navajo Area Indian Health
Service and Indian Health board and to other organizations for use in plan
ning to improve things. This work is authorized under Public Law 83-568:
The law which started the -Indian Health Service.
Your cooperation in answering some questions about your health and the health
of other members of your family is greatly appreciated and we hope the study
will benefit the Navajo community. All information given will be kept strictly
confidential and will be seen by no one except our staff researchers. No
individual or family will ever be identified by our staff or others as a result
of your answers. Nothing will happen to you or your family if you choose not to
participate and provide the information. This is a voluntary act on your part."
Interviewer Observations:
The Kayenta Consumer Survey took exactly two months to complete with only
one interviewer in the field.

No difficultieS were encountered.

The terrain

covered was rugged and location of households required the use of a 4-wheel
drive vehicle off the established roads.

The distance between households

~as

great and many interview sectors had no dwellings.
The maps used for location of households and sampling

~ere

a'Jain found to

be fairly accurate with regard to number, location and type of dwellings.

The

interviewer drew an on-site map of each interview sector to augment base map
information.
As in previous surveys, the first-call completion rate was quite high.
Approximately 90 percent of the interviews were completed during the first call:
five percent were completed during call-back and the remaining five percent
refused the interviews or were not located.

The interviewer experienced very

little reluctance. to participate in the survey.

Conversation usually followed

the interview in which the researcher was asked for information about social and
health agencies and for advice in dealing with health, financial, and social
problems.

Most problems were referred to BrA Social services office.

To the

greatest extent !)Ossible, the interviewer answered questions and provided re
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quested assistance.
Most interviews were done during the daylight hours on weekdays; a few
interviews were done in the evenings.

Many families go to town for supplies

on the weekends, so trying to interview on Saturday and Sunday would be futile.
The willingness of participation and the conversation following the interviews
indicates that the length of the questionnaire did not place excessive burden
on the respondents.
Future Methods and Problems:
Since some respondents express dissatisfaction with facilities and services
in the interviews it might be valuable for future investigators to assure these
people that their opinions have been recorded in a book and are being trans
mitted to the IHS.
The information requested in this survey was much more apt to be known by
women than men.

The researcher found that male respondents

prov~ded

\,'eak medical

and dental histories and almost always relied upon the wife for information.
Questions about pregnancies seemed to cause embarrassment to men and
were brief and abrupt.

answe~s

The questions about pregnancies not only embarrased

the men but the female respondents with

daugh~ers

in child-bearing ages tend to

get defensive if asked whether her daughter has ever been pregnant.
Because of the subject matter and cultu!al sensitivities, the fact that the
interviewer was female certainly contributed to the high response rate.
researcher was not just admitted, but welcomed.

The

In remote areas the households

interviewed even used the researcher as a source of information.
In the event that call-backs are necessary, it is very important that the
interviewer be prompt and under no circumstances fail to show-up.

Punctuality

assures the potential respondent of the credibility and professionalism of the
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In the event that call-backs are necessary, it is very important that the
interviewer be prompt and under no circumstances fail to show-up.

Punctuality

assures the potential respondent of the credibility and professionalism of the
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interviewer.

Should the interviewer fail in this respect, Navajos will refuse

the interview because the researcher has not kept her part of an agreement.
After the interview (or occasionally before) Navajo respondents will want
to know something about the interviewer.

The respondent has already (or will)

revealed a great deal of personal information and for the interviewer to hesitate
or refuse to exchange information about herself would be considered rude.

The

researcher should know his/her clan, origin, and perhaps a bit of the family
history.

It is a good idea to explain during 'the interview that despite the

survey, it still may take a long time to right the wrongs which have been dis
cussed.
Many people believe that problems which have developed over many years can
be remedied in just a few months.

Respondents

shou~d

be warned that it takes

time to make changes, especially in things that have been going on for a long
time.
The questions about third-party reimbursement are usually sensitive for low
income families.

They seem to fear that they will be asked to pay for IHS,ser

vices.
Some respondents who have been educated to about fifth grade level will
attempt to put up an argument as to why they do not want to be interviewed.
There are ways to get around this without offending the respondents.
necessary to be agressive without being overly demanding.
be voluntary, but.sometimes a little coaxing is needed.

It is

The interview must
Some potential respon

dents playa game in which they must be convinced of the interviewer's compe
tence and knowledge before allowing her to proceed.

The interviewer therefore

must be self-assured and confident about the survey, and its importance a~d
wl~.

~
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from I.H.S., the staff orally presents this information back to the service
units and the health boards.

Most importantly, however, a strong effort is

made by the staff to return to each chapter of the study area to present the
results orally to the Navajo people.
are fairly well received.

All chapter reports are in Navajo and

Nevertheless, this is one project in Indian country

where the long standing criticism of lack of feedback to the local people is
being addressed.
A final way in which CHSEP results are publicized is in the local news
media.

Articles have appeared in the Navajo Times, the AHEC Newsletter of

the Navajo Health Authority, the Gallup Independent, and the Albuquerque
Tribune telling of the goals and some of the results of the study.
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CONSUMER SURVEY FINDINGS
Introduction
The information obtained in the consumer survey is divided into three
categories:

respondent and household data, health status, and health ser

vices utilization information.

The concerns of this report are conditions,

attitudes and practices which effect the health of Navajos living in Kayenta
Service Unit.

The first section will provide a profile of respondents and

their households.

The second section will summarize health conditions re

ported by respondents about themselves and their families, and the final
section will present information gathered about utilization of health service,
both traditional and modern.
Kayenta Service Unit (KSU) is located entirely within the Navajo Reser
vation Comprised of portions of Apache, Navajo and Coconino Counties in
Arizona and San Juan County in Utah, and covers an area of approximately 4000
square miles.

The area is high desert; the average annual rainfall is only

eight inches.

Both winters and summers are severe with mean summer tempera

tures of 87°F and average winter (December, January) temperatures of 2SoF.
Kayenta is the largest town within the service unit and is- the location of an
IHS Indian Health Center.

Kayenta is 120 miles from Farmington, New Mexico

and 159 miles from Flagstaff, Arizona, the nearest major population centers
where shopping and services are readily available.
Kayenta Health Care Facilities
There are one IHS health center and four field clinics in the Kayenta
Service Unit.

The newly expanded health center, 'finished in February, has 10

examining rooms (compared to four in the old facility).
facilities in Kayenta.

There are no inpatient

Patients who require major surgery or special care are
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referred to Gallup Indian Medical Center or Tuba City Hospital.

The follow

ing medical personnel are employed by the Kayenta facility; 4 medical officers,
2 registered nurses, 6 LPNs, 2 dental officers, 2 pharmacists, 3 public health

nurses and 3 physician assistants all of whom alternate providing services for
the field clinics.
The field clinics provide locally available services in four of the seven
Kayenta Chapters.

Shonto clinic provides the most services with a permanent

staff consisting of 1 RN, 2 LPNs, 1 dentist and 1 public health nurse.
Shonto clinic is open four days a week and has two examining rooms.
IHS run clinics are located in Dennehotso and Chilchinbeto chapters.

The

The other
Each of

these has two examining rooms, are open two days a week and arp manned by staff
rotating out of Kayenta.

The fourth clinic is operated on contract by UNDC

(Utah Navajo Development Council).· It has one examining room and is open five
days a week.

As the statistics below show, a number of Kayenta residents also

use the Private hospital in Monument Valley, Utah.
ReSpondent and Household Data

VArJ d )/,1 Si<"I)i ,', '0 '
A total of 88 heads of household, representing approximately 3 percent of

the households in the service unit, were interviewed.
seven chapters within the Service Unit.

The sample covered all

Table I shows the number of interviews

done in each chapter.
Table

I

Chapter of Residence of Respondent Households

Kayenta
Dennehotso
Chilchinbeto
Oljeto
Navajo r-tountain
Shonto
Inscription House

Number

Percentage

14

15.9
17.0
15.9
22.7

15

14
20
6

6.8

10

11.4
10.2
100.0

9

88
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All interviews (but one) were conducted with heads of households; 72
(81.8 percent) of these were female,

One interview was with a non-head-of

household, non-spouse.

Most interviews (81 percent) were done at the respon

dent's usual

only 18 percent said they usually lived elsewhere-

residence~

usually in another chapter within the SUo
The use of available health services depends in part on the distance one
must travel to take advantage of them.

Table II shows that only 19.3 percent

of the population lives within 15 miles of a health clinic, 62.5 percent live
within 30 miles and 80.7 percent live within 30 miles and 80.7 percent live
within 50 miles.

The majority of the population lives 21-30 miles from a

clinic.
Table II
Household

Miles
1- 5 miles
6-10 miles
11-15 miles
16-20 miles
21-25 miles
26-30 miles
31-10 miles
41-50 miles
Over 50 miles
Totals

From Clinical Facility
(Percent)

Distanc~

All
Households
2.3
10.2
6.8

Cumulative
Percent

18.2
25.0
6.8
11.4
19.3

2.3
12.5
19.3
19.3
37.5
62.5
69.3
80.7
100.0

100.0

100.0

The next part of the interview concerns conditions around the home
that might effect the health status of residents.

Transportation, Communi

cation water and waste disposal facilities were the chief areas of concern.

I

Since so great a part of the population lives long distances from the
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clinic, availability of transportation is crucial in obtaining health care.
The survey showeq that transportation is apparently a problem.
percent of the

househo~ds

Only 60.2

had access to a car that operated most of the time.

About a fourth (27.3 percent) depended on relatives for transportation.

The

rest of the sample (12.5 percent) depended on much less reliable sources such
as neighbors, missionaries or hitchhiking for transportation.

When asked how

often transportation was available for shopping or to get health care, 10.9
percent said never, 40.1 percent said sometimes, 'arid 50.9 said all of the
time.

Only 55 respondents answered this question.

The availability of electricity indicates

~hc

standard of living of the

household and the possibility of having appliances (such as refrigerators)
which can contribute to good health and perhaps to comfort.

Electricity also

makes possible communication with outside world through radio, TV or CE.

Al

though these things may be powered by batteries, outside electricity is more
common and more reliable.
tricity.

Only 20.5 percent of households surveyed had elec

Predictably then, less than 20 percent had either a working refrigera

tor or a television.

Inexpensive battery operated radios and Navajo language

programming are very common, so it is not surprising that 80 percent of those
surveyed said they listened to the radio.

More than a third (34) of the sample

read the newspaper or have it read to them.
These data suggest that although residents of KSU are geographically remote
and few have electricity or television, most are isolated from news of the
world around them.

The importance of this for health is that residents of

KSU are susceptible to educational programs and information about services
transmitted over the radio or printed in local newspapers.

This should be kept

in mind by NAIHS and other agencies wishing to inform or educate the public of

a particular subject.
Water is a necessity of life and serves many purposes;
bathing and washing immediately corne to mind.
water is important for all of these.

cooking, drinking,

The sanitary quality of the

Water quality depends on its source,

the method of storage, the distribution system and the proximity of contami
nants, particularly sewage, to all of the above.

Although this survey included

only very general questions about source and storage of water supply, these
provide clues to possible sources of diseases ranging from cholera and infec
tious hepatitis to diarrhea.

Water may be supplied from wells, streams, spring

or a public water system, if properly used, any of these can provide safe drink
-ing water.
Table III
Source of Drinking water
Number
Water system
Closed well

4

4.5

75

85.2

1

1.1

8
58

100.0

Open well
Other

Percent

•

9.1

In KSU nearly all water comes from closed wells and as such is probably
relatively free of bacterial contamination when it comes from the ground.

Only

4.5 percent of the residences surveyed were connected to a pUblic water supply
and 9.1 percent 99t water from "other" sources, presumably springs, ponds or
streams.

Water may be pure when it cornes from

be distributed to those who will use it.

the ground, but it still must

Because KSU is in the desert and

water is scarce, it is not surprising that most households do not have their
own well:; but instead get water from a well that serves as whole community or
perhaps several communities.

Virtually all (96.4 percent) respondents carried
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their water from well to house.
did not answer the question.
to avoid contamination.

Six

h~useho1ds,

(4.5 percent of the sample)

After hauling the water home, it must be stored

Water kept in uncovered containers, 55 gallon steel

drums for example, is susceptible to contamination from a variety of organisms
and materials such as rust, dust, insects, rodents and farm or domestic animals.
It can also be polluted by children who have no awareness of sanitation or by
unpure rain water run-off.

Water stored in uncovered tanks will evaporate much

faster than water in a covered receptica1.

Thirty-one households stored water

in uncovered containers and 51 kept water in covered or sealed containers.

These

statistics suggest that if diarrhea or enteric disease appear above endemic levels
and become a health problem the water supply may be partly responsible and should
be investigated.
After adequate water supply, the most important enviromental health require
ment is safe disposal of excreta (human ",'aste).

Helminthic infestations (\vorms)

as well as viral and bacterial diseases can be the result of unsanitary waste dis
posal.

Proper disposal of waste will prevent contamination of topsoil and sub

surface water and the spread of disease' by flies, mosquitos or mammals.
feces are about one quarter bacteria, both benign and infectious.

Human

Among patho

gens that may be present are bacteria that cause typhoid and amoebic dysentary,
viruses that cause infectious hepatitis and poliomyelitis, and larvae of intes
tinal parasites.
The survey revealed a potential hazard as a result of sewage disposal prac
tices.

The following table shows that 17.5 percent of the Kayenta sample has no

toilet facilities.
Table IV
Type of Toilet Facilities
Number

Percentage

flush

4

4.5

privy

51

-58.0

none

33

37.5
100.0

88
_

(,<;



Comparison of the information on electricity, water, and toilet facilities
to Crownpoint and Ft. Defiance service units in the eastern part of the reser
vation shows KSU to be considerably less developed in each respect.

From the

statistics, Fort Defiance Service Unit (FDSU) appears relatively urban.

A

large IHS hospital is located in Fort Defiance, Crownpoint (CSU) is more remote,
being about 60 miles NE of Gallup and also has an IRS hospital.

In Crownpoint,

27.5 per cent of the families were on a public water system, in Ft. Defiance
55.4 per cent had public water supply, while in KSU only 4.5 per cent had piped
water.

In FDSU and CSU 24.2 and 26.2 per cent respectively had flush toilets,

in KSU only 4.5 per cent had the more modern sewage disposal system.

Twenty

percent of households in KSU had electricity and 17 percent had a working refrig
erator while in Fort Defiance and Crownpoint 72 and 65 percent had electricity.
Life in Kayenta is apparently much more traditional than in either of the pre
viously surveyed service units.

These observations are important both for

physicians, who should recognize these deficiencies when diagncsing and treating
individual cases and for planners in determining the need for comnmnity health
programs.

These statistics point to a result that should not be neglected.

reservation is not homogenous.

The

We have previously observed that utilization of

services is partly dependent on distance from the facility; in FDSU, 40 percent
of the population lives within five miles of a clinic, while in KSU, 43 percent
live 21-30 miles from a clinic.

To treat both groups alike is to gloss the pro

blem in KSU and use resources where a problem may not exist in FDSU.
Individual Data
The previous material has dealt with the households surveyed, we now turn to
characteristics of people living in those 88 houses.

Information was gathered

on 338 individuals --" an average of 3.8 persons per house.
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Before examining the

health status and service utilization, we will describe the population in
terms of age, sex, education and employment.
The following table gives the sex breakdown for the population

Table IV
Kayenta Service Unit-Percentage Male and Female
Male

166

49.1

Female

172

50.9

Total

338

100.0

This differs only slightly from the population for the whole reservation
which in 1974 was 48.5 percent female and 51.5 percent male.
of Kayenta is, like the total Navajo population, quite young:

The population
the median age

for our, sample was 22 years and the mean was 28.5 years with range of 96 years.
The two following tables summarize the age distribution for the sample.

The

first table (Table V) is grouped for comparability to previous surveys for this
contract.

The 7 to 10 year old cohort in KSU's study is curiously small, 9.5

percent compared to 13 percent for FDSU and CSU.
fact of our particular sample.

This, however may be an arti

The effect is to suggest an older population in

Kayenta SU where 39.7 percent of the population is less than age 15 compared to
53.0 and 46.4 percent in CSU and FDSU respectively.

The cohort 61 years of age

and over in Kayenta is nearly four times as large as that Crownpoint and twice
as large as that of Fort Defiance.

12.6 percent of KSU popUlation is 61 or more

years old.
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TABLE V

Age Range for Individual Respondents (percent)

Age

Kayenta

Crownpoint

Fort Defiance

0-6

19.3

23.2

18.0

7 -10

9.5

13.0

13.1

11 -15

10.8

16.8

15.3

16 -20

10.2

8.3

13.0

21 -30

12.3

13.7

12.5

31 -40

10.8

10.8

9.2

41 -50

10.2

5.8

7.6

51.-60

4.3

5.0

4.8

12.6

3.5

6.6

100.0

100.0

100.0

61 +

The next table (Table VI) shows the sample grouped for comparability to
census data and readily a110ws comparison to the population of the whole
reservation (Kaltenbach, 1976).

For the reservation in 1975, 42.1 percent of

the population was less than 15 years old compared to 37.2 for KSU, 59.2 percent
of the reservation population was age 15-44 while only 42.2 percent in KSU are
in this age group.

Finally 13.4 percent of the Navajo population is 45 + while

27.7 percent of the Kayenta population is in this oldest group.
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TABLE VI

Comparison of Kayenta Population
with U.S. Population by Age Group

Kayenta
Percent

Age

(Sample n=325)
Cum. Percent

U.S.
Percent

(1975 total rop.)
Cum. Percent

0- 4

14.8

14.8

7.5

7.5

5-14

22.5

37.2

15.7

23.2

15-24

18.8

56.0

20.8

44.0

25-34

8.9

64.9

14.4

58.4

35-45

14.5

79.4

10.7

69.1

45-64

10.2

89.5

20.4

89.5

65 +

10.5

100.. 0

10.5

100.0

These age differences perhaps reflect the conditions under which the
people live.

~le

lifestyle of Kayenta .is remote, severe and traditional, a

possible explanation of age differences is that the youth have sought wage
labor and other lifestyles. elsewhere.

Moreover, this age distribution has

important implications for health providers and planners since various health
~onditions

occur at different rates among different age groups.

Anobvious

example is pregnancy, 30.5 percent of the ferrale reservation population is in
the fertility ages (15-44 years), but only 20.5 percent of the female popu
lation of KEU are in the fecund age group.

This information has significance

in deciding how many obstetricians to hire or whether to provide special mater
nal and child health facilities in the future.' Similarly, the cohort over 45
years will require more attention for chronic conditions such as neoplasms,
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circulatory, respiratory and digestive tract ailments.

The age distribution

also has importance for planning schools and other age-related facilities.
Next, we consider the education and employment of the sample.

Table VII

shows education reported for 338 individuals in the 88 households.

Almost

a third of the sample, 98 persons, had no education. and 16.0 percent were not
of school age (less than 4 years old) of the remaining 271 persons who were
of school age and answered the question, 21.4 percent had finished high school,
18.8 percent had completed 8th grade and 55.4 percent had less than a fourth
grade education.
ing.

A total of 4.4 percent had some college or vocational train

These observations on education appears to support previous comparisons

of Kayenta with Fort Defiance and Crownpoint Service Units in which 29 and 34
percent of the population had completed high school and 41 and 34 percent res
pectively had less than 4 years of "school.
TABLE VII
Years of School Completed by Area
(Percent Individuals Above Age 16)

Education

o-

Kayen'l:a

Crownpoint

Fort Defiance

4 grades

55.4

40.8

33.9

5 - 8 grades

18.8

25.1

26.9

9 -12 grades

21.4

29.1

34.2

VOc. Tech Trng

1.1

.5

0.2

1 - 2 yrs. college

2.2

3.7

5.1

3 - 4 yrs. college

1.1

.8

.7

100.0.

100.0
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100.0

The information gathered about employment may be misleading if not inter
preted with caution.
employed.
at home.

Each respondent was asked whether the family member was

Respondents then were specifically asked whether they were employed
Forty-percent of the individuals reported by respondents were unemploy

edi 39 percent of the individuals reported by respondents were unemployedi 39
percent were less than 16 years old and 1.5 percent did not answer the question.
This means that only 20 percent (66 people) of the sample were employed.

Dis

cussion of the employment question with the interviewers reveals that although
the question specifically asked whether the respondent of his family worked
regularly at home, few Navajos whose livihood consisted of subsistence agri
culture and herding would consider these "jobs" and would probably respond that
they were unemployed.

This interpretation is supported when it is noted that

none of the respondents listed "fa~l.ng", "herding" or "self-employed" as their
vocation.

The modal occupation wa::; "Peabody Coal/Hiner" which represented 14

respondents--4.l percent of the individuals for whom data was gathered or 22.2
percent of those employed.

Seven persons listed NPVTP (Navajo PreVocational

Training Program) as their occupation, five listed their occupation as clerk
and four were medicine

me~.

The statistic that eighty-one percent of the sample is unemployed (and 19%
are employed) is less alarming when it is more closely examined.

If it is

noticed that 90 persons (26.6 percent) of the sample considered themselves heads
of households then only 7.6 percent of heads of households are unemployed pro
vided we assume that all employed are heads of households.

Moreover, it seems

probable, that in each household at least one person is employed (even if it is
not the head of Household) and that others perform other economically productive
labor, such as herding, growing food, repairing jewelry, etc.
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